Abstract: Though 
Introduction
Children under 3 years of age have a high propensity of placing objects in their mouth. Incomplete dentition and immature swallowing coordination may also play a role 1 . Coin ingestion is the most common foreign body in children 2 however the presence of two coins in oesophagus is,to our knowledge not beenpreviously reported so far. In this article we report a case of two coins superimposed on each other as a single looking radio-opaque oesophageal foreign body on plain chest X-ray films. Some foreign bodies may pass through the digestive tract without causing clinical manifestations or complications, but a significant percentage may get impacted in the oesophagus especially the cervical oesophagus. 4 Complications usually occur when there is a delay in diagnosis. Oesophageal foreign bodies need immediate attention and urgent intervention due their potential airway and gastrointestinal complications.
II. Case Report
An otherwise healthy 9 year-old boy presented to the ENT emergency department 12hours after accidental foreign body ingestion. On examination, patient was apparently well except for decreased oral acceptance and history of repeated episodes of vomiting. Patient was put nil per orally and on IV fluid. A plain chest X-ray PA and lateral views was taken which showed about 2.5 cm diameter radio opaque round object in the upper oesophagus suggestive of coin.Diagnosis of oesophageal foreign body coin was made. Full consent was taken from the child's parents and he was taken up for an urgent rigid esophagoscopy under general anaesthesia which was performed 2hours after admission. Oesophagoscopy findings confirm coin in the cricopharynx at a level of 17cm from the incisor teeth. A one rupee coin was removed. Surprisingly on check oesophagoscopy another coin was identified and extracted. It was a two rupee coin. A further check oesophagoscopy up to the stomach revealed no evidence of mucosal injury or foreign body. Patient extubation was uneventful. Post-operative management included fasting, administration of intravenous antibiotic therapy, painkiller and antacids. A repeat X-ray chest and abdomen post operatively was clear of radio-opaque shadows. The patient was allowed orally the next day and discharged following uneventful hospital stay. Follow up after a week was uneventful.
Plain X-Rays: 
III. Discussion
Children of all ages ingest foreign bodies. However, incidence is greatest in children aged 6 months to 4 years. It is because they lack adequate dentition, swallowing capabilities, judgement and increased mobility. 1, 5 Most ingestions (40%)are not witnessed and remain asymptomatic, therefore a high level of clinical suspicion is needed. 2 Coins are the most common oesophageal foreign body. 2, 3 Typical signs and symptoms of oesophageal foreign bodies are drooling, dysphasia, weight loss, emesis, unexplained fever, chest pain and compressive airways symptoms. 6 Most foreign bodies get impacted in the upper oesophagus which is at the level of thoracic inlet. This is the site of anatomical change from the skeletal muscle to the smooth muscle of the oesophagus. The cricopharyngeus sling may "catch" about 70% of blunt foreign bodies here. Mid oesophagus accounts for 15% where the aortic arch and carina overlap the oesophagus on chest radiograph. The lower oesophageal sphincter (LES) is responsible for the remaining 15% hold up. 4 Oesophageal foreign bodies can damage the oesophagus and lead to strictures, tracheoesophageal fistulas.
Oesophageal foreign body migration may lead to peritonitis, mediastinitis, pneumothorax,pneumomediastinum, pneumonia, or other respiratory disease. Migration into the aorta may produce an aortoenteric fistula, a horrific complication with a high mortality rate. Unlike coins oesophageal button batteries may cause significant mucosal injury in as few as 2 hours. 7, 8 Once a swallowed foreign body reaches the stomach it is less likely to lead to complications. Foreign bodies occasionally become lodged at the ileocecal valve. 9 Retained foreign bodies may cause GI mucosal erosion, abrasion, local scarring, or perforation. Coins made largely from zinc may interact with stomach acid leading to stomach ulceration, pressure necrosis, fistula creation, or perforation. 10, 11 Magnetic components in toys may attract and adhere to each other leading to small bowel obstruction or necrosis, sometimes with severe sequelae.
Spontaneous coin passage rates range widely from 9-77% in this patient population. Most objects will pass within four to six days of ingestion, but some may take up to four weeks. In children one year of age and older, objects longer than 3 to 5 cm may not pass, and hence endoscopic removal should be considered.The traditional use of glucagon is not effective inadvancing foreign bodies into the stomach. 13, 14 Button batteries, sharp objects and foreign body that have been lodged in the oesophagus for more than 24 hours or for an unknown duration require urgent endoscopic removal to avoid mucosal erosion or peforation. 15, 16 All other foreign bodies lodged in the oesophagus should be removed or advanced into the stomach.Most blunt objects in the distal oesophagus may be observed for up to 24 hours. If the object fails to pass into the stomach, it should be removed or possibly pushed into the stomach. The Foley, bougienage and flexible endoscopy techniques have been proposed to remove coins and similar smooth objects from the oesophagus. 17 Because endoscopy generally is the preferred and accepted method of removing coins from the oesophagus, strict criteria should be used when considering other methods. 18 In the pre-endoscopy era, 93 to 99 percent of blunt objects passed without intervention, and approximately one percent required surgical removal. Today, 10 to 20 percent of children who ingest foreign bodies are managed with endoscopy.
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IV. Conclusions
Though most foreign body coins can be successfully managed by endoscopic retrieval under general anaesthesia, diagnosis can be confusing with button battery on X-ray film. A double coin can resemble that of button battery in terms of size and thickness on a radiological film to an unsuspecting or inexperienced surgeon. Therefore it is of utmost importance to differentiate between the two entities by trained and experienced radiologist. Radiographs should be examined for the battery's double-rim or halo effect on the anteroposterior view or step-off on the lateral view. A thorough check and a re-check oesophagoscopy may save the day when in doubt. Post-operative X-ray is helpful. Early detection remains the key in the management to improve outcome. While most children will make full recovery without any sequelae, delays in the diagnosis may cause severe morbidity. The parents and child care providers should be educated about the potential danger.
